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 This visit was a revisit for a federal ESRD 

complaint investigation that resulted in an 

expanded survey on August 8, 2014

Date:  September 16, 2014

Facility #:  005156

Medicaid #  200471780

Surveyor: Susan Sparks, RN, PHNS

Census

In-center 41

Peritoneal  16

Lawrenceburg Dialysis Center was found to be in 

compliance with the Conditions for Coverage 42 

CFR 494.

Three conditions for coverage and eleven 

standard level defiencies were found corrected 

during this survey.
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